and Reifferscheid revealed the segmental structure of the liver, a large contribution to the understanding of the surgical anatomy of the liver was made by the anatomical explorations of A. V. Melnikov, who studied the blood supply of the anatomical zones of the liver. G. E. Ostroverkhov and co-workers described in detail the topography and projection anatomy of Glisson's pedicles of the liver's lobes, sectors and segments, and produced a useful and practical monograph on the principles of anatomical lobar liver resections (LR), [7] [8] [9] [10] [11] . V. S. Shapkin, produced a classification of anatomical and atypical LR, and together with M. Sh. Izraelashvili, studied in detail the natural history of intrahepatic metastases. Shapkin was one of the first in this country to use intravascular bulb obturation to exclude either the whole liver or a part of it from the circulation while performing LR; 2, [12] [13] [14] [15] [16] soon others adopted this technique 17-20. In the USSR hepatic surgery is now one of the most rapidly developing areas of abdominal surgery, making use of modern diagnostic and therapeutic methods. There are specialized units for hepatic surgery at the clinics of research institutes in the large cities of Russia and other union republics. In Moscow" at the National The teams lead by these and other surgeons have suggested a large number of original surgical approaches. The 1970s and 1980s saw a vigorous debate in the medical literature of this country over the relative benefits of anatomical or atypical liver resection, as a result a consensus was reached that at the present time operations on the liver should take into account the blood supply and bile secretion secretion of both the portion that was being removed and of that remaining, but it is also recognised that elements of both surgical approaches may and in some cases, 47 .7% of patients chiefly for liver tumours where less than i to 3 segments of the liver had to be removed. With a few exceptions 1, 49 an increasing number of surgeons agree that anatomic liver resection is the method of choice for the resection of extensive liver tumours especially when preliminary exclusion from the circulation of the lobe sector or segment to be resected makes it possible to reduce the overall blood loss and trauma of the operation.
In The same authors have suggested a technique using an inflatable balloon catheter to obturate the vessels of the lobes and segments of the liver prior to excision thus reducing the trauma and total blood loss during anatomical lever resection 56, 56 ( Figure 2 ). On inflating the balloon in the lumen of a lobal or segmental branch of the portal vein not only is the portal flow arrested but, by compressing from within the remaining elements of the portal triad (branches of the hepatic artery and bile duct) against the dense common epifascial sheath enveloping the triad it also produces cessation of arterial blood flow and bile drainage. This ensures a dry surface to the cut surface of the liver when performing liver resection along the ischemic line.
With the same purpose we have described in detail a method of selectively applied ischemia of the liver by digital transhepatic exposure of the hepatic pedicle of the portion of liver to be removed ( Figure 3) .
The technique comprises four steps, 1) the superficial T-shaped incision of Glisson's capsule overlying the location of the hepatic pedicle, 2) introduction of the surgeons forefinger into the liver parenchyma, oozing from the parenchyma is controlled by clamping the hepatoduodenal ligament, the finger tip can locate the tubular structure of the pedicle which is distinguished by its smooth elastic wall and separated from the friable parenchyma. The finger is then hooked over the pedicle, 3) the pedicle is drawn down through the hepatotomy and temporarily clamped, when the hepatoduodenal ligament is then released to restore blood flow to the rest of the liver, 4) a check is made to ensure that the discoloured ischemic portion corresponds with the region to be excised, the clamp may be moved proximally or distally along the exposed pedicle to release or clamp the lateral branches as necessary before the resection starts.
There are instruments and devices made in the USSR intended to provide a bloodless and minimally traumatic separation of liver parenchyma: an electrosurgical technique for the dissection of parenchymatous organs had been devised in Kharkov, the Ukraine. This instrument is based on an electrosurgical device with a rotating attachment which, owing to the high frequency current 1,11,14,18,19,25,60 . Ultra sound or CT controlled transcutaneous punctures of the liver are becoming increasingly important in the armamentarium of techniques for the surgical treatment of liquefied liver tumours, cysts, abscesses and residual cavities. These techniques are growing together into an independent branch of hepatic surgery with its own technical and tactical solutions. Transcutaneous puncture and draining procedures constitute, in our data at least 30% of all the interventions for liver tumours performed at major hepatological centres. In general the techniques used in the USSR do not differ from those used in the rest of the world, stylet-catheters, wire guides and dilators of various calibre, self-fixing drainage tubes of the basket or "pig-tail" type are all used. For sclerosing the cavities of nonparasitic cysts the repeated introduction of a mixture of alcohol and iodine is used as well as the original sclerosing compound [69] [70] [71] 
